patient centeredness requires consulting with healthcare consumers to learn what matters to them. [2] [3] [4] [5] [6] [7] [8] [9] [10] Explorations of satisfaction with care are typically conducted by administering surveys. However, ratings derived from surveys are unable to detect small but real changes and guide quality improvement initiatives. 3, 6, 10 Moreover, surveys may not adequately address the constructs that contribute to patient centeredness. 4, 9, [11] [12] [13] [14] Healthcare systems that are serious about improving patient satisfaction and quality are challenged to explore ". . . what they might do to delight their patients; what they must do to avoid disappointing them; and what they should do consistently, efficiently, and compassionately to meet basic expectations of their patients." 9(p94) Consequently, talking with consumers to understand their experiences with and expectations of healthcare is gaining in popularity. 4, 10, [15] [16] [17] 
Background
The Military Health System (MHS) provides comprehensive health coverage to more than 8 million Department of Defense (DoD) beneficiaries worldwide. 18 Prior to 1995, military beneficiaries believed they were entitled to care from "cradle to grave." This health benefit was part of the compensation package while serving on active duty as well as throughout retirement years for those who completed at least 20 years of service. Military personnel and their families expected free healthcare for life.
In 1995, however, a major change occurred. Just as the rising cost of healthcare was the catalyst for change in civilian healthcare systems, so too did increasing healthcare costs within DoD prompt the introduction of a new health insurance program called TRICARE. The move to TRICARE was implemented over a 3-year period, beginning on the West Coast and migrating eastward. TRICARE created a profound change for the beneficiary population as well as the healthcare personnel (HCP) working in the MHS.
The TRICARE program offers 3 insurance choices to military beneficiaries. These choices-TRICARE Prime, Standard, and Extra-include a health maintenance organization (HMO), a fee-forservice (FFS) option, and a preferred provider organization (PPO), respectively. Each differs in regard to enrollment requirements, out-of-pocket expenses, and the amount of government subsidy. 19 Although the goals of TRICARE are to improve military healthcare, assessments of the program reflect dissatisfaction with certain aspects of care. [19] [20] [21] These assessments do not offer solid clues as to why military beneficiaries are dissatisfied. A qualitative study was therefore designed to better understand patient satisfaction in a military population. 22 The findings reported here pertain to a concept identified in the data and labeled MY CARE. MY CARE encompasses a constellation of features wished for in healthcare by all participants and realized by only some of them.
Design
Husserlian descriptive phenomenology was used to discover the essence of healthcare experiences and expectations among various Army consumers and HCP. [23] [24] [25] [26] Following approval from all appropriate institutional review boards, 22 focus groups and 14 individual interviews were conducted to gather data.
Recruitment
Participants were recruited for the study on the basis of 5 largely homogeneous clusters organized around 4 criteria: (a) TRICARE geographic regions (eg, west or east), (b) beneficiary types (eg, active duty-officer or enlisted, retirees, family members), (c) delivery options (eg, TRICARE insurance choice and care site), and (d) roles (eg, consumers, HCP). Using these 4 criteria, lists of potential consumer participants for each focus group cluster were extracted from a large military database. A diverse array of potential HCP was informed about the study by wordof-mouth.
Using preset guidelines, study staff contacted potential participants on each list to find individuals interested in attending the particular focus group cluster being recruited. Written reminders about the focus group time and location, along with other pertinent details, were sent to those who agreed to participate.
Data Collection
Written consent was obtained from all participants. A trained moderator conducted all focus groups and interviews using a standardized procedure to tap into experiences in and expectations of military healthcare. The focus group sessions were recorded verbatim and transcribed by court reporters. The interviews were audiotaped and professionally transcribed. All transcripts were converted into text documents. QRS NUD * IST 5.0 software was used to manage the 1162 pages of data.
Data Analysis
Data analysis followed Colaizzi's iterative steps. 23 Each transcript was analyzed individually by the 4-member research team and then collectively by the entire team. Data were first analyzed for each focus group cluster and then across clusters. Throughout the analysis, the investigators were conscious of bracketing their personal biases. They maintained the rigor of the analysis by following the features of trustworthiness common to qualitative research-credibility, dependability, confirmability, and transferability. 27 The investigators were also attentive to saturation-when no new ideas were unearthed. 28 Toward the end of the analysis, member-check interviews were conducted with at least 2 participants from each cluster to assess the correctness of the analysis from the perspective of the actual group members. 27 An expert in qualitative research guided and verified the entire analysis.
The MY CARE concept was identified in data from individuals who sought care in the private sector. There were 2 sets of experiences described in these data-one based on care that was not satisfying and one based on the care they preferred. This preferred care was characterized as where "I tend to get better service." It was labeled MY CARE.
When the data were examined across clusters, the desire for the features of MY CARE was evident among all participants. Regardless of whether participants were (1) living on the east coast or west coast; (2) active duty, retirees, or family members; (3) officers or enlisted; (4) men or women; (5) getting care on-post or off-post; (6) using TRICARE Prime, Standard, or Extra; or (7) consumers or HCP-all participants wished their care was like MY CARE.
Sample Description
This study involved 111 participants representing both consumers (n = 80) and HCP (n = 31). Although not anticipated by the investigators, the HCP brought a consumer perspective to the sessions because they were all eligible for care in the MHS as military beneficiaries. This, along with the similarity of their responses to those from the consumer groups, allowed all data to be treated as one sample.
There were 64 participants from a western TRICARE region and 47 from an eastern region. Participants ranged in age from 21 to 76 (M = 42.18; SD = 12.69); 48 were men and 63 were women. From an ethnic perspective, 75 were European-American (68%) and 36 were nonEuropean-Americans (African-Americans, n = 21, 19%; Latinos, n = 7, 6%; Asian/Pacific Islanders, n = 6, 5%; and others, n = 2, 2%).
Based on beneficiary status, there were 53 active duty participants, 18 of whom were women. There were 18 retirees, all of whom were men. The active duty and retiree participants (n = 71) included officers (n = 38), warrant officers (n = 3), and enlisted (n = 12) personnel. A total of 40 female family members participated-23 were active duty family members and 17 were retiree family members.
Table 1. A Synthesis of MY CARE Features

Features
Consumer Expectations of the Healthcare System and Healthcare Personnel
Treat me like I matter I expect your words, actions, and treatment of me to be: caring, compassionate, attentive, courteous, respectful, and gentle. When the rules don't make sense, put me first. I expect you to leave your bad attitude at home-and if you can't, stay there with it.
Everyone's competence counts
My health is in your hands. I'm counting on you! Providers need to be competent so I get an accurate diagnosis. The competence of all the other staff matters too-whether you are making appointments, working in the pharmacy, processing paperwork, or telling me how the system works-do the job properly.
Providers who make me their first priority I expect you to take time with me, really listen, pay attention to the whole picture, communicate with me and the other providers involved with my care. When other providers refer me to you for care, trust their judgment and honor their decisions. A care process that is efficient I need to see the same provider (or team) so they know me and I know them. My care needs to be coordinated so I'm not doing all the legwork and running around. I need appointments to be handled efficiently-that means they are simple to schedule, available evenings and weekends, and follow-ups are made before I leave the office. My medical records are my lifeline-treat them as such. Respect my time. If getting care takes too long it puts my job at risk. The phone system needs to be user friendly, which includes quickly connecting me to an actual person. I expect there to be the right ingredients to do the job-the right manpower so that I'm not rushed, treated rudely, or blocked from getting care.
A healthcare insurance plan that is simple Let me choose my providers.
Fix reimbursement so good outside providers will accept TRICARE.
Give me an insurance card and improve the name recognition of TRICARE in the civilian community. I need the paperwork and rules to make sense and be simple to follow. I expect you to keep the promises you made about protecting my health when I agreed to protect this nation. Fix enrollment so the master database correctly reflects my eligibility for care.
Results
The features of MY CARE represent what these beneficiaries want in their healthcare. When the features of MY CARE are realized, experiences and expectations are closely matched and satisfaction increases. The 6 features of MY CARE are depicted in Table 1 along with examples of expectations that typify them. Of these, 4 features are largely within the purview of the individuals working in the delivery system and 2 are more system dependent.
Treat Me Like I Matter
Participants believe caring behaviors ought to be the bedrock of healthcare. And yet, they recounted experiences in which receptionists were "snotty" and "rude," doctors "blew the patient off," and nurses were "impatient" and altogether unsympathetic. Such behaviors were not acceptable and left participants feeling like insignificant pieces on an assembly line. Rather than being "just another number," they wanted care to be "a little bit personal." This could be achieved by considering people's unique circumstances on a case-by-case basis rather than treating them like "just one of the crowd." Patients want their situations to be heard, understood, and respected. Being treated "nice" was valued. Participants were readily able to identify situations in which staff conveyed caring and a willingness to help.
She
Everyone's Competence Counts
Although competence is a concept often attributed to clinical staff, participants expected competence from everyone involved with their care. Whatever the job, it was repeatedly stated that staff needed to be knowledgeable and "know their job inside out." Some participants even went so far as to equate competence with "being an expert in what you do." For example, TRICARE program representatives need to understand the intricacies of the program-and correctly guide consumers. Likewise, competence is a key factor for receptionists. They set the stage for the entire care experience.
Competence may be a foregone conclusion in regard to clinical staff. However, knowledge is just the beginning of clinical competence. Participants wanted clinicians to be well-rounded and up-to-date in their knowledge. Providers illustrated competence to patients when they were able to "swallow their pride" and solicit opinions from other providers. Overall, consumers assess competence using an internal compass. When it is detected, trust and confidence escalate. Competence gives consumers a sense that the staff knows what they are doing; that leaves the consumers feeling calm. 
Providers Who Make Me their First Priority
Providers were singled out for discussion. Taking time, listening well, believing them, and understanding their situation were highly desired by consumers. As a physical therapist put it, "everyone wants a provider who cares." "Bedside manners" were important as well-so was looking at people and really seeing them in a personal way. It was also important that the provider and patient click. The chemistry between the patient and provider was essential for the relationship to be satisfying. In addition, it was clear that providers are "not allowed to have bad days." Given a choice, consumers would like the "doctors that graduate in the top 10%." If they have to be seen by interns and providers in a student status, then a supervisor needs to be involved.
There were also expectations surrounding referrals and communication among physicians. It was difficult to determine the extent to which these issues were specific to providers rather than the delivery system or insurance plan. Nevertheless, participants want providers to communicate clearly with one another as well as with patients. They also want providers to trust the judgment of referring physicians and not redo tests or procedures.
There were situations in which providers' behavior demonstrated patients were their first priority. Such experiences were valued and cherished.
He [the military physician] would make home calls on the weekends, nights, it didn't matter. I mean, that guy cared, and it had a dramatic impact upon morale of the unit. . . . people understood the value of having a doctor like that.
Give Me Information Please!
Participants were very clear about their desire for information and "feedback about what's going on." This covered the gamut from having procedures explained to them to wanting to know how clinics operate, the pharmacy policies, and billing procedures. They wanted this information conveyed at a speed that allowed them to take notes if they chose. Consumers also expected to be told their vital signs and given the results of tests in a timely manner.
If you think it's important enough to take the test, then it's important enough to give me the results.
Moreover, participants wanted providers to understand the emotional impact of waiting for test results-especially if they were being evaluated for cancer or another life-threatening condition.
Participants wanted questions answered and telephone calls returned. They expected their family members to be included in this exchange of information. In addition, they wanted to know what recourse was available if answers did not satisfy them. Although the participants talked about the need for "education," the education that was lacking was more about the system itself than it was about diseases.
The HCP participants were highly attuned to patients' desire for information. They commented that not leaving patients in the dark reduced the likelihood of patients becoming upset. In addition, staff understood that information might help patients adjust their expectations. Waiting was more tolerable if patients were told, in advance, that things might take awhile instead of anticipating they would be "out in 10 minutes." A physician noted that "part of feeling like you care about them [patients] is explaining things to them."
Keeping consumers informed goes a long way to enhancing satisfaction. 
A Care Process That is Efficient
Overall, patients experienced the care process as an obstacle course that required them to do a lot of legwork and running around. Their expectations related to streamlining the process. This could be accomplished in several ways. Seeing the same provider could lead to establishing a solid relationship and good rapport that could ultimately reduce the time at each visit. Reduced waits throughout all aspects of the appointment process are expected because patients' time is precious. The phone system needs to be revamped so that complex and numerous menu options are slimmed down, and interaction with a human being occurs more quickly. Medical records were also viewed as an essential aspect of the care process. Documentation needs to be intact including their health history and results from tests and procedures. One participant equated the orderliness of the medical record with the quality of care.
Staffing was another key factor in the care process. Participants perceived the staff in military facilities as being stretched thin. Words like overwhelmed and overloaded were repeatedly used. The huge volume of patients left the staff and patients feeling rushed. The care process requires sufficient people to screen, schedule, consult, support, answer phones, call people back, and answer questions, as well as see patients. According to participants, inadequate staffing got in the way of providing excellent service quality. The HCP vocalized how tough it was to take time to care, listen, and explain when a tsunami of patients needed to be seen. They worked hard to maintain the right mindset when interacting with patients. An advanced practice nurse commented:
You constantly remind yourself, . . . 'how would I want to be treated if I was this patient'? You just have to really calm yourself down and take a deep breath and take the time.
Putting the pieces together, efficiently delivered care would look like this: 
A Healthcare Insurance Plan That is Simple
Confusion about the TRICARE program was widespread. Participants felt "stuck with a system that is really difficult." What they wanted was rules and regulations that make sense, reduce aggravation, facilitate getting care, and waste less of their time.
Not only was the system considered difficult, but it was also viewed as largely unknown outside the military. Participants wanted a health insurance program with name recognition "like Blue Cross/Blue Shield." They wanted providers and hospitals in the private sector to have an understanding of what TRI-CARE is. And they wanted an insurance card to serve as an entrée mechanism when they needed to use care outside the TRICARE system.
Choice was also lacking in the TRICARE program. What participants wanted was a choice of providers and, in some cases, a choice of hospitals. If they did not like the care they got, choice afforded them options to be seen elsewhere.
From the participants' perspective, healthcare promises have not been kept by the MHS. First, career military personnel expected to have full medical benefits without cost to them when they retired. Participants-active duty, retirees, and family members-believed this was their entitlement after sacrificing and serving to protect the United States. Second, there was the expectation that promised benefits within the TRICARE program would materialize. Most prominently, access to care was a promise that was broken all too often.
A final consideration about TRICARE insurance concerns reimbursement. Participants were clear in their expectations. They wanted TRICARE to pay doctors "what they're worth." They also expected: 
Discussion
Most of the MY CARE expectations are features of care important to the general public. Competence and caring, for instance, are regarded as the core substance of healthcare. 29 Respectful treatment and courtesy have demonstrated empirical links to satisfaction and patient-centered care. 20, 30, 31 Choice is a strong contributor to satisfaction with both health plans 32, 33 as well as primary care providers. 34 An easy-to-use appointing system that accommodates patient preferences is regarded as a feature of patient-centered access, 35 with overall access to care also representing a strong determinant of satisfaction. 36 Care coordination 36, 37 and effective communication are expected by patients. Communication includes how the health plan works, 36 providing health-related information so patients can understand it, 7, 12, 30 telephone access to a "real person," 38 and returning phone calls. 30 Also desired are providers who communicate adequately among one another 30 and with patients. 31, 37 These findings are consistent with evidence that shows consumers are more satisfied with FFS care than managed care. 39 A few features of MY CARE are not commonly reported. These are the strong statements about medical records, provider reimbursement, promises, and staffing. The MHS uses a computerized healthcare record. The extent to which information was missing and lost from records was therefore unexpected. It was also surprising to realize how poor the interface is between military and civilian health facilities and how this interferes with the flow of medical information.
A collection of issues surrounds reimbursement. At the crux of these is TRICARE reimbursement rates, which are the same as Medicare rates. 40 Low reimbursement can get in the way of access to care when consumers cannot find providers who will accept TRICARE. Providers are further dissuaded from accepting TRICARE patients because billing forms are cumbersome and the low payment process is sluggish to the point that it sometimes grinds to a halt.
Consumers expect healthcare promises to be kept. TRICARE invalidated the expectation that individuals would get "free" healthcare for life after serving a career in the military. Now, consumers keep their eyes on the little promises that remain unfulfilled as well. For example, even if each person were supposed to have a primary care manager (PCM), that would have been an empty promise if consumers cannot get an appointment with their assigned PCM. Big or little, broken promises contribute to a loss of faith in the TRICARE program.
The lack of staff experienced by these participants is not simply imagined. Between 1989 and 1997, Army healthcare staff was reduced by about 31% while the beneficiary population diminished by only 11%. 41 Although outpatient work load remains unchanged, 19 Army HCP really are doing more with less.
It was also informative to examine what these consumers did not mention often. Although not guided to do so, the participants rarely commented about inpatient care. Thus, the member-check interviews included a question to satisfy the investigators' curiosity as to why. Simply stated, in the words of one participant, "When you're admitted to a hospital, the problem is solved." That is, access is realized.
Retirees were the only participants to mention parking, although they barely touched upon it. Improving parking would therefore not do much to improve satisfaction among these consumers. Likewise, the facilities or care environment were rarely mentioned. The paucity of facility issues was also pursued during the member checks. The interviewees stated other issues were far more important. Seeing the same provider, scheduling appointments, being treated in a caring way, and having enough staff overpowered the need to comment about the facilities. Another possible explanation for facility issues staying in the background is that active duty personnel are accustomed to getting care in rather austere settings.
Although nurses were mentioned more often than parking or facilities, the comments about them were sparse. Because patient centeredness is a core concept in nursing, this finding exposes an opportunity for nurses. The role of the nurse has 2 dimensions-care giver and care integrator. 42 The care giver role involves providing "hands-on" patient care. The integrator role involves managing the care environment and coordinating the care process. Both of these roles create opportunities for shaping the health system to better incorporate features that matter to consumers. Listening, courtesy, kindness, attentiveness, communication, and caring-traits of patient centeredness-are all nursing values.
Implications
Overall, the features of MY CARE are consistent with literature regarding what satisfies patients. They provide a solid foundation for all individuals involved with healthcare, civilian and military alike, to initiate local improvement efforts and health policies aimed at creating a more patient-centered healthcare system. When experiences match expectations, consumer satisfaction improves.
The study participants who made MY CARE visible were able to locate healthcare delivery services that met their expectations. This suggests consumer expectations are not beyond reach. These findings illustrate how, by relying on patient perspectives, it is possible to determine what will delight consumers, what will disappoint them, and what needs to be done to meet their basic expectations. 9 Finally, these findings reflect tremendous opportunity for nurses to help shape both the nurses' role in outpatient care and the patient centeredness of clinics and outpatient settings. They provide a clear call to inject caring into all interactions with healthcare consumers and one another.
